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THE USE OF A NURSING HOME IN CENTRAL BUNDLE CARE REDUCES THE
EFFECTIVENESS OF URINARY TRACT INFECTION
Chin Wan Yu a, Hsing Mei Kuo a, Hsu Min Chun a, Lin Tsung Hung b, Yeu
Jun Lau b. aHung Tsung Lin Hospital, Taiwan; bLee Hospital, Taiwan
Purpose: Urinary tract infection is one of long-term care residents infec-
tions occur most frequently, According to statistics, there are as many as
50% of the residents have a long-term indwelling catheter, and urinary
tract infections and catheter placement has its relevance, indwelling
catheter a few days more elderly, the likelihood of the occurrence of uri-
nary tract infection is higher,Through the catheter placement checklist
designed foley catheter placement and foley catheter placement care
evaluation form to assess the care and use of the audit form of education
and training and auditing foley catheter Bundle Care Strategies to reduce
residents of indwelling foley catheter urinary tract infection, the ability
to enhance the care of nurses and care attendants, enhance quality of
care quality institutions that residents have access to safe and comfort-
able in life.
Methods: Date: July4, 2014 to 30 September 30,2014; Tools: Designed for
use nursing home checklist foley catheter placement, Foley catheter home
care assessment form, foley catheter care assessment audit table set, and
translate Vietnam text for nurses and Taiwan, according to foreign atten-
dants use. Educational training: Classroom speech urinary tract infection-
related knowledge, catheters Bundle Care Policy and related pretest and
posttest questionnaire (in Vietnamese), indwelling catheter care reply teach
the skills, training, seed care colleagues modular units internal improvement
activities to promote long-term monitoring of audit, develop reward and
punishment mechanism.
Results: The urinary tract infection catheter placement April-June average
7.93&,July-September6.2 &, the improvement rate of 1.31 &; hospital
handwashing compliance rate of 33.6% up to 53.5; urinary tract infection-
related knowledge, before class The total average pretest score 63.6,
nurses: 85.9 according to attendants: 53.2, after measuring the total
average score of 88.5, paramedics: 95.6, care attendants: 86.3; modular
care measures before class average pretest score: 60.3, nursing staff:
71.8, according to the attendants: 53.8, after measuring the total average
score of 85.4, paramedics: 92.5 according to attendants: 85.9.
Conclusion: Indwelling foley catheter Bundle Care implementation of suc-
cessful elements, including the unit in charge of the support and promo-
tion, regular education and training, standardization of monitoring and
feedback, this measure is long-term and sustained, so there must be
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CARE BUNDLE INTERVENTION TO REDUCE CATHETER-ASSOCIATED
URINARY TRACT INFECTION RATE IN INTENSIVE CARE UNITS
Ching-Tzu Hung a, Chung Hao Huang a,b, Tzu-Hui Hung a, Pei-Wen Yang a,
Shu-Wen Wu a, Shu-Hui Lin a, Yan Hui Wang c, Sue-Hui Chen c, Chun-
Yu Lin a,b, Yen-Hsu Chen a,b. aDepartment of Infection Control, Kaohsiung
Medical University Hospital, Kaohsiung, Taiwan; bDivision of Infectious
Diseases, Department of Internal Medicine, Kaohsiung Medical University
Hospital, Kaohsiung, Taiwan; cDepartment of Nursing, Kaohsiung Medical
University Hospital, Kaohsiung, Taiwan
Background and purpose: Catheter-associated urinary tract infection
(CAUTI) is most common etiology of hospital-associated infections
(HAIs).The risk of CAUTI included inappropriate indication for catheteriza-
tion and long-term urinary catheter use. In intensive care units (ICUs) at a
tertiary hospital in southern Taiwan, the CAUTI rate from January 2011 to
April 2012 was 2.7&. The rate increased to 3.8& from May to December
2012 by 29% compared with previous one. Thus the Team Resource Manage-
ment (TRM) was implanted combined with care bundle intervention to
reduce CAUTI rate.
Materials and methods: After general survey and analysis, 3 problems
were defined: 1. Inappropriate sterile technique when catheterization.
2. Improper performance of daily care evaluation. 3. Poor compliance
with hand hygiene. After discussion, several evidence-base bundle inter-
ventions were raised: 1. Series of educational sessions and aseptic tech-
nique evaluation, 2. Enforcement of compliance with hand hygiene, 3.
Designing a paper reminder for duration of catheter indwelling, 4.Evaluating the indication of urinary catheter placement by medical
personnel, 5. Check the compliance with hand hygiene, aseptic technique
for catheterization and daily care evaluation, 6. In-time feedback to
indices of CAUTI.
Results: After implantation of TRM in CAUTI bundle interventions in medical
and surgical ICUs, the urinary catheter indwelling rate during January 2013
to August 2014 decreased from 67.9% to 54.9%. The rate of CAUTI decreased
from 3.3& to 2.4& by 27.3%. It was proved that, using TRM in bundle care
can reduce the infection rate.
Conclusion: Good patient care depends on the effective team work, espe-
cially in the high risk and high work pressure unit. We suggest implantation
of resource and evidence based bundle intervention according the charac-
teristic of each unit is important. Series of educational session is needed
to promote the project. Frequent check and monitor to improve the adher-
ence of medical personnel with these procedures. To do so, we believe the
CAUTI can be prevented effectively and healthcare quality promotion and
patient safety can be achieved.PS 1-134
IMPROVING THE COMPLIANCE OF CENTRAL VENOUS CATHETERS CARE
BUNDLE
Tzu-Yin Liu a,b, Yu-Pei Lee d, Chun-Feng Chiu a,b, Hsin-Yun Huang b, Tun-
Chieh Chen a,c,e. aInfection Control Office, Kaohsiung Municipal Ta-Tung
Hospital, Kaohsiung Medical University, Kaohsiung, Taiwan; bDepartment of
Nursing, Kaohsiung Municipal Ta-Tung Hospital, Kaohsiung Medical
University, Kaohsiung, Taiwan; cDepartment of Internal Medicine,
Kaohsiung Municipal Ta-Tung Hospital, Kaohsiung Medical University,
Kaohsiung, Taiwan; dDepartment of Nursing, Kaohsiung Medical University
Chung-Ho Memorial Hospital, Kaohsiung Medical University, Kaohsiung,
Taiwan; eFaculty of Medicine, College of Medicine, Kaohsiung Medical
University, Kaohsiung, Taiwan
Purpose: Institute for Healthcare Improvement (IHI) advocated the 5 essen-
tial elements of central venous catheters (CVC) care bundle to prevent cath-
eter-related bloodstream infections in 2006. Our hospital introduced this
CVC care bundle into ICU in 2013 and general wards in 2014. The compliance
rates were only 60.9% initially in 2014. To prevent the inconsistency of Stan-
dard Operation Processes for inserting CVC and the subsequently increasing
bloodstream infection rates, medical costs, length of hospital stay and pa-
tients’ morbidity, we conducted a project to improve the compliance of
CVC care bundle.
Methods: 1. Provide education of CVC care bundle for all healthcare workers
in our hospital.
2. Provide Posters and DVDs of CVC care bundle procedures to all units.
3. Provide education of hand hygiene and perform hand hygiene audit.
4. Set up the standard CVC kit box.
5. Set up the CVC care manual for nurses.
Results: The improvement project was conducted since April 1, 2014. The
Compliance of CVC care bundle increased from 60.9% to 91.8% in September
2014. The catheter related bloodstream infection density of our hospital
declined from 0.08& to 0.04&. The mean time consumption of instrument
preparation for CVC reduced from 1 minute 50 seconds to 10 seconds by
application of the standard CVC kit box for nurses.
Conclusion: Through setting up the standard process for CVC care bundle
and continuing education for healthcare workers, we can increase the con-
sistency and compliance of CVC care and reduce the time for instrument
preparation and finally declined the risk of catheter related infection. We
hope the concept of care bundle and hand hygiene could internalize to
the daily clinical care processes, then we could further lower the healthcare
associated infection rates and enhance the culture of patient-safety and to-
ward the goal of “zero tolerance”.
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INTRODUCE A CVC CARE BUNDLE TO REDUCE CLABSI IN AN ACUTE CARE
UNIT IN TAIWAN
Chia-Ling Yang, RN, MSNa,b, Shu-Chen Yeh, RNb. aNational Taipei University
of Nursing and Health Science, Taipei, Taiwan; bNursing Department of
MacKay Memorial Hospital, Taipei, Taiwan
Purpose: We used two renowned theories to introduce a central venous
catheters (CVC) care bundle (with 5 elements, by CDC, USA., 2011 guideline)
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care unit.
Methods: This unit has 63 beds with different internal medicine patients and
was required to introduce a new CVC care bundle to reduce the high CLABSI.
We use “Situational leading theory” (Paul Hersey & Kenneth Blanchard,
1969) and “Change theory” (Kurt Lewin, 1947) to introduce and also process
the CVC infection control strategy.
Results: Totally, there were 197 central venous catheters inserted. The
inserted sites were at sub-clavicular and internal jugular vein (156) and
femoral site (41). The compliance rate of insertion was 69.54% (except inser-
tion at emergency room 16.24%, refused by doctors 14.21%). The rate of
CLABSI dropped from 1.91 to 0.95 0/00. After the use of two renowned the-
ories, we introduced a CVC care bundle successfully and also reduced the
rate of CLABSI (- 50.26%).
Conclusions: With this study to improve catheter-related bloodstream infec-
tions, thereby reducing the central venous catheter-related bloodstream
infection rate, to enhance patient safety, and benefits.PS 1-136
NATIONAL HAND HYGIENE CAMPAIGN IN KOREA: A PILOT STUDY
Sung-Ran Kim, RNa, Myoung-jin Shin, RNb, Hong Bin Kim, M.Dc,
Kyungwon Lee, M.Dd. aInfection Control Unit, Korea University Guro
Hospital, Seoul, South Korea; bInfection Control Unit, Seoul National
University Bundang Hospital, Seongnam, South Korea; cDepartment of
Internal Medicine, Seoul National University College of Medicine, Seoul,
South Korea; dDepartment of Laboratory Medicine and Research Institute of
Bacterial Resistance, Yonsei University College of Medicine, Seoul, South
Korea
Purpose: Hand hygiene (HH) is regarded as the most effective measure to pre-
vent the spread of infection in healthcare settings. Before commencing a na-
tional hand hygiene campaign (NHHC) throughout all the hospitals in Korea, a
pilot study funded by Korea centers for Disease control and Prevention was
instituted in order to implement a standardized HH culture change program
on the basis of the WHO multimodal hand hygiene improvement strategy.
Methods: Total 35 hospitals have voluntarily participated in this pilot study
since November 2013, based on the WHO “5 Moments for Hand Hygiene” pro-
gram. The coordination center developed a generic guide as well as a
training program including slide presentations, lectures, and practical work-
shops. Three indicators were measured, including not only HH compliance by
direct observation and the number of liters of alcohol-based hand-rubs
(ABHRs) ordered per 1000 patient-days (PD) per month as process indicators,
but also the number of MRSA bacteremia per 1000 PD per month as an
outcome indicator.
Results: During the first year, a total of 141,835 HH moments were assessed;
HH compliance rates in detail are shown in figure. The overall rate was
69.8%, but compliance after touching a patient’s surroundings was lowest.
HH compliance was highest among nursing staff (73.8%) and worst among
medical staff (54.9%). Mean ABHRs supply was 13.4 L per 1000 PD. The
rate of nosocomial MRSA bacteremia was 0.14 per 1000 PD.Figure. HH compliance rates for 35 hospitals during the first year of the pilot
study.Conclusions: The pilot campaign was associated with widespread improve-
ments in HH compliance among healthcare workers in Korea. While it is
too early to achieve the outstanding results, a comprehensive and multifac-
eted program would be needed to ensure further sustained improvement in
HH compliance.PS 1-137
EDUCATION OF HEALTHCARE WORKERS IN IMPROVING KNOWLEDGE AND
SKILLS ON DISINFECTION AND STERILIZATION PROCEDURES AT A
COMMUNITY BASED HEALTHCARE SETTING IN BANGLADESH
A. Lutfe a, M. K. V. Shaikh a, M. N. M. Syed a, H. Delwar b, I. Kamrul a,
R. M. Ataya a. aInternational Centre for Diarrhoeal Disease Research,
Bangladesh (icddr,b); bDhaka Medical College and Hospital, Bangladesh
Purpose: Proper cleaning, disinfection and sterilization are essential to
ensure that the medical and surgical instruments used on patients do not
transmit infections to them. Improper and substandard cleaning, disinfec-
tion and sterilization of medical equipments carry serious risk of transmis-
sion of various infections and environmental pathogens. The study was
conducted to assess the role of education by updating the knowledge of
HCWs and implementing standard practices of cleaning, disinfection and
decontamination of medical instruments.
Methods: A one year pretest-posttest study with intervention was conducted
in a secondary level community hospital. The study included a baseline sur-
vey, pretest-posttest with preformed questionnaire, intervention through
classroom and hands-on training and a post-training survey. The compliance
was assessed by covert observation through monitoring of the cleaning,
disinfection and sterilization practices using a checklist. A total of 213 par-
ticipants took part in the study where convenient sampling method was
used. The study data was analyzed with SPSS.
Results: Gradual improvements on standard cleaning, disinfection and
sterilization procedures including increased awareness and use of decon-
taminated instruments have been achieved during the study. Compliance
to the standard cleaning, disinfection and sterilization procedures
improved significantly from 12.5% to 100% (p<0.0001). Use of steriliza-
tion indicator tape increased remarkably from 0% to 100% (p<0.0001).
Another momentous finding was increased compliance to the standard
procedure of cleaning of the sterilization room from 25% to 88.9%
(p<0.0001). The attitude and practice of maintaining and using cleaned,
disinfected and sterilized instruments among physicians and nurses also
improved from 24.63% and 13.54% to 69.57% and 69.80% respectively
(p<0.0001).
Conclusions: The study results illustrate the importance of education and
training in improving the standard disinfection and sterilization practices
by updating the knowledge, building awareness and improving practices of
the HCWs, which will eventually assist in preventing hospital associated in-
fections and controlling emerging and re-emerging diseases.PS 1-138
PREVENTIVE MEASURES FOR NOROVIRUS INFECTION OUTBREAK
Yoshiki Imagawa a, Toshikazu Kawasaki a, Takashi Mizusaka a,
Kouhei Shiomi a, Tomoko Kawata a, Junko Goto b. aInfection Control
Committee, Himeji St. Mary’s Hospital, Japan; bMaruishi Pharmaceutical
Co, Ltd., Japan
Purpose: An outbreak of infectious gastroenteritis caused by norovirus
occurred from Dec. 30, 2012 to Jan. 5, 2013 and 11 patients were found
at Himeji St. Mary’s Hospital. To prevent recurrence of the outbreak, effec-
tive preventive measures were investigated.
Methods: A prospective investigation was conducted during an epidemic
period from Dec. 1, 2013 to Feb. 29, 2014. Among 9 medical wards, 2 med-
ical wards (the internal medicine ward A, 45 beds and the pediatric ward, 18
beds) were selected as the test wards where the new antiseptic (Welcept)
was introduced. It has in vitro virucidal activity against non-enveloped vi-
ruses including feline calicivirus and murine norovirus that were surrogates
of norovirus. The existing antiseptic was used at other 7 wards which were
as the control wards. Reeducation for the clinical staff in 2 test wards
regarding the timing of hand hygiene was conducted according to the
WHO guidelines issued in 2009.
